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Improving quality of health care: the role of

pharmacists

Nick Barber, Felicity Smith, Stuart Anderson

This is the second article in the occasional series in
which health professionals discuss the contribution
of their specialty to quality of patient care.

Pharmacists are society’s experts on drugs.
They have been at the interface between
prescribers and patients for centuries: in the
community particularly they have long
provided a direct service to the public. For
most of this time they have made medicines
and advised on their use, but the growth of the
pharmaceutical companies — under increas-
ingly stringent legislation — has removed much
of the need for local manufacturing and
quality control. Pharmacists’ traditional roles
of compounding medicines and dispensing
prescriptions have been replaced with
activities requiring the full range of their
training and skills, ranging from avoiding drug
interactions and detecting adverse reactions to
giving advice and monitoring drug treatment.
Pharmacists now have many varied new roles,
sometimes called pharmaceutical care, to
respond to the changing needs of the public,
to changes in health care objectives, and to
changes in health service delivery.

The role and potential role of pharmacists in
the community (retail pharmacy) and in
hospitals have been set out in several
documents and reports.'® The World Health
Organisation has recently called on pharma-
cists to support its drug strategy and has urged
governments to define the role of pharmacists
and to make full use of their skills in national
drug strategies.” The independent Nuffield
enquiry into pharmacy in 1986 encouraged
the growth of the clinical advisory role in
community and hospital,’ as did a health
circular for hospital pharmacy in 1988.? Four
years later a joint report of the Department of
Health and the Royal Pharmaceutical Society
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of Great Britain recommended ways in which
community pharmacy should develop in the
United Kingdom.?

Although pharmacists working in hospitals
and in the community are committed to
ensuring the safe, effective, and economic use
of medicines, the activities of the two groups
differ in style and emphasis. Two of the key
differences are access to the prescriber and
degree of professional isolation. Hospital
pharmacists work in close proximity to
medical staff, who are normally readily
accessible. They have an important role in
advising junior doctors on prescribing and on
writing prescriptions. Most hospital pharma-
cists also have the benefit of working alongside
colleagues who can advise and support them.
For community pharmacists contact with the
prescriber is not always easy, and many work
in relative professional isolation. A third role
for pharmacists is developing in scope and
importance — that of adviser to commissioning
agencies (district health authorities and family
health services authorities).

The core functions of hospital pharmacy
services have been described by the National
Association of Health Authorities and Trusts
(NAHAT)?® and are summarised in box 1. The
extended role of community pharmacists has
been outlined by the Royal Pharmaceutical
Society (box 2).° In addition, an increasing
number of pharmacists now work for comm-
issioning agencies, and the pharmaceutical
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Box 1 Care functions of hospital pharmacy services®

Box 2 Extended role of community pharmacists®
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Box 3 Pharmaceutical functions of commissioning agencies’

functions of these have also been described by
NAHAT (box 3)." These three boxes give a
flavour of the diversity of roles and of activities
currently undertaken by pharmacists. In this
paper we will consider the roles of community
and hospital pharmacists separately.

Community pharmacy
Pharmacists have a long and distinguished
history of presence in the community for the
supply of drugs, both in accordance with pres-
criptions from medical practitioners and as
part of their advice to people with minor ail-
ments (so called counter prescribing).
Upheavals in community and primary care in
recent years have probably had less direct
impact on pharmacists than on other health
professionals. However, pharmacists are aware
that they must respond to these changes and
are keen to do so; they are now identifying
areas in which they can enhance the quality of
patient care in line with current health care
objectives and the government’s priorities for
the delivery of health care. These changes have
presented new challenges for pharmacists. Not
only do they need to adapt their roles to
respond to these changes but they also need to
monitor and evaluate the services they offer.
The potential of community pharmacists as
primary health professionals has so far not
been fully exploited. These changes are being
encouraged by financial incentives. Comm-
unity pharmacists are independent prac-
titioners contracted to the family health
services authorities in England and Wales and
to the health boards in Scotland and Northern
Ireland. They are remunerated for their NHS
services principally on the basis of the number
of prescriptions dispensed, although in recent
years the basis for the remuneration has
diversified; they now receive separate pay-
ments for services to residential homes and for
maintaining computer based records of drug
treatment for their regular clients. In the
future the basis of remuneration may be
restructured to encourage diversification of
their role in serving current health care
objectives, such as giving advice and promo-
ting health. The money will be provided by
reducing dispensing fees. Currently, Scotland
is taking a lead on this.
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All community pharmacies are staffed by a
registered pharmacist, who is present on the
premises during all opening hours. This
pharmacist will have undertaken a similar
education and training (three year degree
course and one vyear of preregistration
training) to that of pharmacists in other
branches of the profession.

RESPONDING TO SYMPTOMS

An average pharmacist advises around 10
people daily on the management of minor
ailments.'" '> This amounts to over 100000
people daily across the country, or 30 million
a year — a number which is thought to be
increasing and unlikely to fall. Increased client
interest and concern about drug use will lead
to more demand from pharmacists for advice.
Their role in advising people with minor
ailments is as old as the profession, and
pharmacists are a readily available source of
advice, as they are usually immediately
available to clients who need advice."
Pharmacists are well aware of the need to
show quality in these services, and they have
been forced to acknowledge this nced by the
scrutiny of their role in responding to minor
ailments by outside organisations.'® "

Several of these investigations have attracted
much media attention, and pharmacists have
recently embraced professional audit. Many
studies have been performed on the quality of
advice offered by pharmacists. Methods and
findings have been mixed, and some causes for
concern have been uncovered.'” '* Smith ez af
concluded, however, that, although a third of
community pharmacists gave very poor advice,
half of them gave very good advice."” These
issues are being addressed by pharmacists to
ensure higher standards of care in the future.
Despite the long tradition of pharmacists
advising on minor ailments it is only recently
that education and training for this role has
become a substantial part of the under-
graduate curriculum and an important feature
of postgraduate education. The increasing
number of drugs that have changed from
prescription only medicines and have become
readily available in pharmacies means that
more clients will go to their local pharmacy
first. This may also increase the proportion of
visits to medical practitioners that arc referrals
from a pharmacist.

PRESCRIBED DRUGS

The quality of prescribing needs to be
assessed, and good treatment still needs to be
monitored — roles for which pharmacists are
ideally placed. They can detect inadvertent
changes in prescriptions for medicines, check
for possible adverse drug reactions, and
discuss any other problems with the treatment
that the client may have. Dispensing
prescriptions is probably the most well known
function of community pharmacists; it is the
most important activity financially and
accounts for a large proportion of their time.
Pharmacists are, therefore, centrally placed to
monitor drug treatment. Research has high-
lighted inadequate monitoring of drug
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treatment in the community — for example,
high incidences of adverse drug reactions and
potential drug interactions. Elderly people — a
rapidly rising proportion of the population —
are particularly at risk. Adverse drug reactions
are estimated to account for at least 10% of
hospital admissions in elderly people.!” Many
pharmacists now keep records on computer
for their regular clients taking drugs long term
to enable them to monitor closely their clients’
drug treatment. As more prescription only
drugs become available without a prescription,
this monitoring role will become more
important. It will also become increasingly
likely that symptoms which are drug related
will arise, though they may not always be
identified as such by the client. Community
pharmacists are well placed to identify such
effects and to advise the patient accordingly.

The poor level of prescribing and drug treat-
ment in many residential and nursing homes is
well known. In many states in the United States
every nursing home must by law be visited by
a consultant pharmacist once a month to review
the clinical appropriateness of all prescribing.
We may need to act similarly in the United
Kingdom, and domicilary visits by pharmacists
have unearthed more drug related problems.

Pharmacists believe that they have an
important part to play in promoting adherence
to (or compliance with) drug treatment by
reenforcing the prescribing instructions or
helping sort out problems by recommending
different formulations or drugs. Poor
adherence to treatment frustrates many pres-
cribers: it is estimated that only about 50% of
clients take their drugs as and when
intended.'® Reasons for lack of adherence are
many, ranging from a lack of understanding or
dislike of the taste to doubts about the approp-
riateness of prescriptions and fears (or
experience) of adverse effects. Home visits by
pharmacists allow the drugs to be discussed
with the patient, side effects to be identified,
and problems to be sorted out.

DISEASE PREVENTION AND HEALTH
PROMOTION
Community pharmacists are ideally placed to
provide disease prevention and health pro-
motion services in line with the government’s
priorities.!° Many people, representing a broad
cross section of the population, visit phar-
macies every day. The potential of these visits
for health promotion activities has been
developed since the inquiry into pharmacy
conducted by the Nuffield Foundation' and
also the government’s white paper Promoting
Better Health.®

Pharmacists have opportunities to discuss
disease prevention and health promotion when
clients request advice on managing minor
ailments. Some pharmacies also display health
promotion literature and take part in local
initiatives such as advising on immunisation,
first and second line treatments for hair infes-
tation, giving up smoking, and needle exchange
schemes for intravenous drug misusers.

Privacy is an important aspect of quality of
care. If pharmacists are to develop their
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advisory role, then discussions with clients
about their problems with over the counter
medicines must clearly take place in a private
area set aside for this purpose. The profession
is aware of the need for privacy if clients are
not to be inhibited from raising their concerns
and pharmacists are not to be inhibited from
discussing sensitive issues in consultations.
Private areas are also useful for discussing
prescription drugs with clients. The develop-
ment of suitable consultation areas is being
encouraged and paid for in some family health
services authorities.

TEAMWORK

Pharmacists have an important role within the
primary health care team. Although they
usually work separately from other members
of the team, what they do with their clients is
a clear extension of the work that starts in the
general practitioner’s surgery. The relative
isolation in which many pharmacists work,
and the fact that they work on premises
distinct from the rest of the other health
professionals, mean that they are sometimes
considered to be only on the fringes of the
primary health care team. Although pharma-
cists are required to be on the pharmacy
premises during opening hours, there are,
nevertheless, many opportunities for meaning-
ful collaboration between them and other
primary health care professionals and for
regular contact between them, both by tele-
phone and in person.

Community pharmacists share their clients
with other practitioners and need to develop
these links, not only with prescribers but also
with others such as district nurses, health
visitors, specialist nurses in the community,
physiotherapists, chiropodists, dentists, and
occupational therapists. Some pharmacists
work with general practitioners on practice
formularies, prescribing practices, the
interpretation of prescribing analysis and cost
(PACT) data, and the review of drugs as part
of a home visit. However, there are matters of
concern to all health professions — for
example, the appropriate use of benzo-
diazepines, on which communication is
currently minimal.?*® Both pharmacists and
doctors recognise the need to address this
problem, to advise clients about appropriate
use, to monitor for misuse, and to be prepared
to discuss reducing doses when asked. There
is growing concern about the participation in
issues such as this by members of the two
professions, and there is increasing discussion
and awareness of the other’s activities and
contribution to the health of the community.

Hospital pharmacy

THE PAST 30 YEARS

The role of hospital pharmacists has shown
remarkable development over the past 30
years and is a major influence on prescribing
and drug use. Many factors have contributed
to this. For example, during this time drug
treatment has become both more effective and
more complex. In the late 1960s high numbers
of drug administration errors were discovered
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in hospitals.”! > Systems that entailed drug
charts and pharmacists visiting wards were
shown to be effective and were subsequently
recommended for implementation in all
hospitals in the Gillie report.’

These changes led to pharmacists seeing
patients and being more clinically involved. In
the 1970s many hospital pharmacies intro-
duced drug information centres, and the
application of pharmacists’ knowledge to the
wellbeing of the patient became known as
clinical pharmacy. In 1988 a health circular on
the way forward for hospital pharmacy services
set out the roles of pharmacy in hospitals and
the ways pharmacy should be promoted in
several clinical areas.” The changes were
recommended for implementation without
additional funding as they were expected to be
self financing from economies resulting from
better drug use.

IMPROVING PRESCRIBING
In hospitals pharmacists are well recognised as
a useful source of advice on prescribing. This
IS NOW an extensive service; over one week in
North West Thames Region there was about
one intervention for every three acute beds
and over 3000 prescriptions were changed on
the advice of pharmacists.”’ This has extended
naturally into a wider role in medical and
clinical audit.”! ** The core of pharmacists’
contribution to appropriate prescribing and
drug use is the ward pharmacy service, in
which pharmacists visit wards — usually daily -
to check the drug charts of all patients in order
to clarify any ambiguities, to initiate supply of
these drugs not stocked on the wards, and to
intervene in the prescribing, supply, or
administration processes wherever necessary.
Pharmacists will also check that any intra-
venous lines are running correctly. In effect,
this activity represents a constant audit of
prescribing. A great deal of information is used
in monitoring prescribing besides the drug
chart, including talking to patients, observing
patients, reading the information available at
the end of the bed, and looking in the notes if
necessary.”’ Several studies in the United
Kingdom and United States show that doctors
readily accept the suggestions of pharma-
cists.™ ¥ Pharmacists’ interventions relate to
the whole range of prescribing, many being
concerned with the choice of drug, dose, and
route of administration. When judging the
appropriateness of prescribing other factors
also come into play, including the effectiveness
of the drug, its cost, and the effect on the
quality of life of the patient. Unfortunately,
this activity is largely undocumented and un-
recognised, and it tends to take place mainly
between pharmacists and junior doctors.

In many hospitals at least one pharmacist
will attend a consultant’s round. There is little
research on the contribution the pharmacist
makes, but recent work suggests that the input
is variable. Some simply act as an information
source when asked a question, whereas on
some specialist rounds, such as those of
nutrition or pain teams, the pharmacist may
offer around half the suggestions made to
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initiate, alter, or end treatment.’’ The dis-
advantage of pharmacists being on rounds is
that much of the round may be of little rele-
vance to drug treatment, and it may be difticult
to justifv releasing a member of staff for three
hours to make an active contribution for only
10 to 15 minutes. Attending rounds does have
other advantages, however, particularly in
helping pharmacists to understand the com-
plexities of therapeutic decision making and in
helping clinicians consider wider aspects of
drug treatment (and in some cases to make
medical staff consider drug treatment at all).

SPECIALIST SERVICES
Several specialist hospital pharmacy services
have been developed, although a recent census
of hospital pharmacies in the United Kingdom
showed appreciable differences in their avail-
ability.”* There is some evidence that pharma-
cists are better than doctors in taking drug
histories, as they tend to detect more drugs
being taken and obtain additional information
about the use of over the counter and herbal
medicines.” " This pharmacy service has not
been widely available in the past, but it may
develop when analysis of interventions shows
that a poor drug history causes problems. For
example, it is not uncommon for about a third
of interventions in orthopaedic wards to be duc
to incorrect clerking and prescription writing
on admission. Pharmacists are also commonly
active in pain control in terms of producing
drugs, filling devices, and giving advice on the
choice of treatment and dose.™

Therapeutic drug level monitoring
reporting the concentration of a drug in the
blood and using pharmacokinetic calculations
to recommend a new dose and frequency — is
commonly practised as part of the hospital
pharmacy service.” " Audits have shown that
over half the samples taken are inappro-
priate.’’ ¥ Some hospital pharmacies now
offer a complete service: they are given the
name of the patient and they take the blood,
measure the drug concentration, and advise on
any alterations to the dosing regimen. At some
sites pharmacists also run warfarin clinics."’ "
Special adverse drug reaction monitoring
schemes have been successful, and pharma-
cists might be able to report such reactions
directly to the Committee on Safety of
Medicines in due course.”

Hospital pharmacists also contribute to the
economic aspects of drug use - controlling
purchasing costs and working with clinicians
on formularies, treatment protocols, review
and evaluation of drug use, and medical and
clinical audit.*” " At the core of these activitics
is information from computerised purchasing
and dispensing systems and information
brought back from the wards by pharmacists.
These roles are coming together in the
provision of advice to directorates, and clinical
directors are increasingly tending to pay their
own pharmacists to provide these services.

The future
The future of pharmacy is inextricably linked
with the future of medicines. The continuing
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high cost of drugs will ensure the growing
importance of pharmacoeconomics. Down-
ward pressures on drug costs will shave the
margins of industry and wholesalers, and new
technology will change the purchasing and
supply stucture. For pharmacy the emphasis
will be on a “value added” supply service, with
much of the value being in providing infor-
mation and monitoring quality. Although some
of this can be undertaken by computers, there
are limitations to this, and there is no
substitute for contact with patients. The
development of new drugs through biotech-
nology will lead to difficulties in formulation
and administration that will keep pharmacists
challenged and involved. The increase in
domiciliary care will also make home visits and
“closed door” pharmacies common, perhaps
leading to competition between hospital and
community pharmacists. The effect of market
forces on newly established NHS trusts is
already forcing reductions in the number of
hospital pharmacists, a quarter of senior posts
having already gone.’* The danger is that this
may lead to a reduced quality of service at
some sites. Both purchasers and trusts need to
set firm quality standards to ensure that
pharmacy services to not become stagnated or
atrophied. In community practice the law
requiring pharmacists to remain on the
premises at all times creates constraints in
further developing the role of pharmacists. One
possible development is to have more than one
pharmacist in each pharmacy so that a wider
range of services both inside and outside the
pharmacy can be more effectively pursued.

Conclusion

Pharmacists have responded positively to
health service changes and to developments in
drug treatment. They make a substantial
contribution to the overall quality of health
care by ensuring that the prescriber’s
intentions are translated into the safe, effec-
tive, and economic use of medicines; that the
prescribers themselves have the information
necessary to make such decisions; and that
patients have the information they need to
obtain maximum benefit from their
treatment.

Although there are clearly ways in which
improvements can be made, the profession of
pharmacy can move forward in the knowledge
that the benefits of a pharmaceutical service
provided by highly educated, motivated, and
accessible professional people is well recog-
nised, not only by its clients but also by
doctors and by those making policy decisions.
It can grasp the many opportunities available
to it in the future, including the new roles of
the commissioning agencies, with confidence
and enthusiasm.
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